The presence of xerostomia and hyposalivation is frequent among diabetes mellitus (DM) patients. It is not clear if the presence of xerostomia and hyposalivation is greater in DM than non-DM patients. The aims of this systematic review are (1) to compare the prevalence rates of xerostomia, (2) to evaluate the salivary flow rate, and (3) to compare the prevalence rates of hyposalivation in DM versus non-DM population. This systematic review was conducted according to the PRISMA group guidelines by performing systematic literature searches in biomedical databases from 1970 until January 18th, 2016. All studies showed higher prevalence of xerostomia in DM patients in relation to non-DM population, 12.5%-53.5% versus 0-30%. Studies that analyzed the quantity of saliva in DM population in relation to non-DM patients reported higher flow rates in non-DM than in DM patients. The variation flow rate among different studies in each group (DM/CG) is very large. Only one existing study showed higher hyposalivation prevalence in DM than non-DM patients (45% versus 2.5%). In addition, quality assessment showed the low quality of the existing studies. We recommend new studies that use more precise and current definitions concerning the determination and diagnosis of DM patients and salivary flow collection.
Introduction
Diabetes mellitus (DM) is an endocrine disease characterized by a deficit in the production of insulin with consequent alteration of the process of assimilation, metabolism, and balance of blood glucose concentration. DM has become a worldwide public health problem. In recent years, the global prevalence of DM has increased substantially, reaching 8.3% in 2014, which corresponds to 387 million patients [1] . Essentially, there are two types of DM: type 1 DM (T1DM) and type 2 DM (T2DM). T1DM accounts for approximately 5% of diagnosed diabetes cases [2] .
Xerostomia is a subjective complaint of dry mouth, whereas hyposalivation is an objective decreased of salivary flow. The clinical method most often employed for the diagnosis of salivary dysfunction is a sialometry test. Hyposalivation is considered to appear when salivary flow rates are under 0.1 mL/min at rest (UWS) or 0.7 mL/min under stimulation (SWS). Xerostomia is often associated with hyposalivation, but not always. And many cases of xerostomia have been described in patients with a normal salivary flow rate [3] [4] [5] [6] .
Several factors are capable of inducing salivary disorders in DM patients such as ageing, head and neck radiotherapy, systemic disorders, and several drugs [5] . Systemic diseases associated with xerostomia include rheumatologic chronic inflammatory disorders (Sjögren syndrome, rheumatoid arthritis, and systemic lupus erythematosus), endocrine disorders (DM, hyperthyroidism, and hypothyroidism), neurologic disorders (depression and Parkinson's disease), genetic disorders, metabolic disorders (dehydration, bulimia, anaemia, and alcohol abuse), infectious disorders (HIV/AIDS, HCV infection), and others (fibromyalgia, graftversus-host-disease, sarcoidosis, and chronic pancreatitis). Many cases of xerostomia are also related to psychological conditions like depression and anxiety [5, 6] .
Both types of DM, T1DM and T2DM, have been associated previously with xerostomia [7] [8] [9] [10] [11] [12] . There are also studies 2 Journal of Diabetes Research that have showed a decreased salivary flow in DM patients in relation to non-DM patients [7, 8, [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] . The reason for these problems could be due to damage to the gland parenchyma, alterations in the microcirculation to the salivary glands, dehydration, and disturbances in glycemic control [5] .
Considerable debate exists surrounding the issue, if the presence of xerostomia and hyposalivation is greater in DM than non-DM patients. No systematic review has been performed up to now. Given the lack of systematic knowledge, we have conducted the first systematic review concerning the prevalence of xerostomia and hyposalivation in DM (compared to non-DM) patients. We also have analyzed the differences in the rate of salivary flow between DM and non-DM patients.
The main objectives of this review were (1) to compare the prevalence rates of xerostomia in the DM and non-DM population, (2) to evaluate the salivary flow rate in the DM and non-DM population, and (3) to compare the prevalence rates of hyposalivation in the DM and non-DM population.
Materials and Methods
The systematic review was performed according to the PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) guidelines [23] .
Focused Question.
Based on the PRISMA guidelines, 3 focused questions were constructed. The addressed focused questions (PICO) were as follows: (1) Do DM patients have higher xerostomia prevalence than non-DM patients? (2) Is the salivary flow rate lower in DM patients compared to non-DM patients? (3) Do DM patients have higher hyposalivation prevalence than non-DM patients?
Search Strategy.
A comprehensive literature search was conducted by searching the international biomedical literature databases. PubMed/MEDLINE (National Library of Medicine, Bethesda, Maryland), Scopus, and Cochrane database were searched from 1970 until January 18th, 2016, using different combinations of the following keywords: diabetes; xerostomia; dry mouth; hyposalivation; and salivary flow. Moreover, we performed an additional handsearch to find potential eligible studies as reference lists of review articles and relevant studies.
Study Selection

Inclusion Criteria.
Full-text articles were included if they met the inclusion criteria with respect to types of studies, types of population, and the main outcome/s regardless of the time period of study and the year of publication.
Types of Studies.
The studies had to be (1) original studies, (2) cross-sectional studies, (3) comparative studies (DM group and healthy control group (CG)), and (4) only in humans. As we evaluated prevalence rates review articles, experimental studies, longitudinal studies, case-reports, commentaries, and Letters to the Editor were excluded. We did not include unpublished articles.
Types of Population. Individuals with diabetes could have T1DM or T2DM. We also considered other diabetes classifications, namely, insulin-dependent (IDDM) and non-insulindependent DM (NIDDM). The total population with DM did not have to suffer specific diseases apart from DM (e.g., end-stage renal disease and hypertension). Individuals without DM were also considered with the aim of comparing prevalence and flow rates between the DM and non-DM population. Individuals without DM did not have to have specific diseases.
Outcomes. The definitions of xerostomia, quantity of salivary flow rate, and hyposalivation are detailed below. Different questions to assess xerostomia were considered: Does your mouth feel dry frequently? Does your mouth usually feel dry, especially during meals? Does your mouth feel dry when you are eating a meal? Do you have difficulties swallowing foods if you eat without additional fluids? Positive response to one of these questions and the consideration of patient's subjective feeling of dry mouth were considered to be xerostomia. Different types of salivary flow rate were considered: UWS (nonstimulated salivary flow), SWS (stimulated salivary flow), USP (nonstimulated parotid flow), SSP (stimulated parotid flow), and SSS (stimulated submandibular/sublingual flow). Furthermore, hyposalivation was considered when UWS < 0.1 mL/min or SWS < 0.7 mL/min, but we included studies that considered hyposalivation when UWS < 0.3 mL/min and SWS < 0.5 mL/min. The main outcomes were the prevalence of xerostomia and/or hyposalivation in percentage and/or the quantity of salivary flow rate in mL/min.
Exclusion Criteria.
Studies were excluded if they were published in a language other than English. They were also excluded if they solely reported prevalence of xerostomia/hyposalivation and salivary flow rates among persons with DM in relation to the total population (DM and non-DM) and not exclusively to the diabetic (possibly compared to the non-DM) population.
Data Collection and Extraction.
Two authors (Rosa María López-Pintor and Elisabeth Casañas) independently screened all the retrieved titles and abstracts identified through the search strategies to identify potentially eligible articles. Full texts of relevant studies judged by title and abstract were read and independently assessed with reference to the eligibility criteria by two authors (Rosa María López-Pintor and José González-Serrano). Disagreements were resolved by discussion with a third reviewer (Julia Serrano). Data extraction was performed including information about first author, publication year, country, study population, mean age, type of DM, DM diagnosis (if available), definition of xerostomia, definition of hyposalivation (if available), type of flow rate, and data sources of the study. With regard to the results, xerostomia prevalence (%) and salivary flow rate (mL/min), as well as hyposalivation prevalence (%) of DM (4) Were the study subjects and the setting described in detail? (5) Was the data analysis conducted with sufficient coverage of the identified sample? (6) Were objective, standard criteria used for the measurement of the condition? (7) Was the condition measured reliably? (8) Was there appropriate statistical analysis? (9) Are all important confounding factors/subgroups/differences identified and accounted for? (10) Were subpopulations identified using objective criteria and non-DM groups, were extracted. The reported statistical signification was extracted if it was available.
Quality Assessment.
In the final selection of eligible studies, we assessed features that could potentially bias the estimates of xerostomia/flow rate/hyposalivation using the Joanna Briggs Institute Prevalence Critical Appraisal Tool (Table 1 ) [24] . Using this tool we defined criteria based on clinical and epidemiological expertise and ranked potential sources of bias into low or high risk of bias. Scores of 0-5 were evaluated as "low quality" while those of 5-10 were considered to indicate "high quality."
Critical appraisal was conducted by two reviewers (Gonzalo Hernández and Lucía Ramírez) independently of each other. The reviewers met to discuss the results of their critical appraisal; if the two reviewers disagreed on the final critical appraisal and could not be resolved through discussion, a third reviewer (Julia Serrano) was required.
Categorization of Studies.
Due to the high heterogeneity of the studies, we analyzed the outcomes of interest in accordance with the prevalence of xerostomia or salivary quantity flow rate/hyposalivation (if available), type of DM, and age (adults ≥ 19 years old/children and adolescents). There were studies that reported xerostomia prevalence and flow rate; therefore, there could be two groups. The following categories were the result: (1) xerostomia studies in adults T2DM, (2) xerostomia studies in adults NIDDM, (3) xerostomia studies in children and adolescents T1DM, (4) salivary flow rate studies in adults T1DM, (5) salivary flow rate studies in adults IDDM, (6) salivary flow rate/hyposalivation prevalence studies in adults T2DM, (7) salivary flow rate/hyposalivation prevalence studies in children and adolescents T1DM, and (8) salivary flow rate/hyposalivation prevalence studies in children and adolescents IDDM.
Statistic Methods.
The results of xerostomia prevalence from the included studies were presented as a percentage. The results of quantity salivary flow rate were presented as mean ± standard deviation (if available). Hyposalivation prevalence results were shown as a percentage. The age of different populations was presented as mean ± standard deviation, but there were studies that categorized the age or presented only the mean. We showed the possible statistical signification if it was available.
Due to heterogeneity of results, we did not perform a meta-analysis.
Results
Searching and Inclusion.
The initial search yielded 53 studies. Thirty-eight studies, which did not fulfill the eligibility criteria, were excluded (the Appendix). A total of 15 articles were included and processed for data extraction. The selection procedure is presented in Figure 1 .
Study Design and Quality Assessment.
With regard to the main outcome, 7 papers considered xerostomia prevalence (Table 2) , and 12 articles considered quantity of salivary flow rate in DM patients (Table 3) , while 4 papers considered both. Only one paper about salivary flow rate in DM population considered hyposalivation prevalence as outcome ( Table 3) . The results are presented in two parts, xerostomia studies and salivary flow rate/hyposalivation studies.
Xerostomia Studies.
We found 7 studies about xerostomia prevalence that met our inclusion criteria. Two of them, written by Sandberg et al. [9, 10] , presented the same study population. Therefore, we considered these two studies as one study in Table 2 . The majority of studies that reported prevalence of xerostomia in DM patients were performed in adults ( = 6), 5 studies in T2DM patients and one in NIDDM. Only one study was performed in children and adolescents T1DM. One study carried out in adults T2DM [18] did not show xerostomia prevalence rates, but it was included due to presence in the results of explanation of no significant correlation in xerostomia in DM/CG patients.
With respect to the recruitment of patients, three studies had selected their DM patients from an endocrinology service or a diabetic care unit of a specialized medical care or hospital, two from a geriatric center and one (the two studies realized by Sanberg et al. [9, 10] with the same population) had sourced the DM patients from a register of primary health care. Control patients were selected from oral health centers ( = 4) and geriatric centers ( = 2). The studies included a minimum of 29 and a maximum of 102 DM patients and 18-102 control patients. Only two studies specified the DM diagnosis, one WHO criteria 2006 (fasting blood glucose greater ≥ 126 mg/dL) and another one blood glucose levels ≥ 140 mg/dL at 2 hours after oral glucose tolerance test. No one study reported duration of DM and three studies [8, 12, 18] reported the HbA1 c levels and classified the patients in well controlled DM (WCDM) and poorly controlled DM (PCDM). DM and CG participants were matched by gender in 4 studies, by age in 5 studies, by race distribution in one, by diuretics and antidepressants treatment in one, and by socioeconomic status in another one. With regard to statistical significance, three studies [8] [9] [10] 12] found that DM patients had more significant xerostomia prevalence than non-DM patients. Only one study [18] did not realize the appropriate statistical methods.
Regarding quality assessment all studies obtained scores ≤5; therefore the studies were evaluated as "low quality" (Table 2 ). Due to the poor quality of the included studies no meta-analysis was performed.
Salivary Flow Rate/Hyposalivation Studies.
We found 12 studies about quantity of salivary flow rate that met our inclusion criteria; one of them considered hyposalivation prevalence as outcome (Table 3) . The majority of studies were carried out in adults ( = 8), 6 studies in T2DM patients, one in T1DM patients, and another one in IDDM. Four studies were carried out in children and adolescents, 2 in T1DM patients and 2 in IDDM.
Three studies recruited their DM patients from a diabetes care unit of a hospital, 3 from an endocrine unit, 3 from a pediatric endocrinology service, one from a university dental school, one from an oral health study, and another one from community-living/geriatric centers. Non-DM patients came from varied origins: oral health centers ( = 3), Swedish register ( = 1), healthy volunteers from a hospital staff ( = 1), members of a university community ( = 1), patients of a university dental school ( = 2), and participants in an oral health study of aging ( = 1), and 3 studies did not specify the origin. The studies included a minimum of 10 and a maximum of 243 DM patients and a minimum of 10 and a maximum of 240 non-DM patients.
Five studies specified the DM diagnosis, two WHO criteria 2006 (fasting blood glucose ≥ 126 mg/dL), one modified WHO criteria 2006 (fasting blood glucose ≥ 126 mg/dL) or currently taking diabetic medications, one blood glucose levels ≥ 140 mg/dL at 2 hours after oral glucose tolerance test, and the last one American Diabetes Association criteria 2010 (HbA1 c levels ≥ 6.5% or fasting blood glucose ≥ 126 mg/dL). One study [13] reported that DM patients suffered T1DM since childhood, and there was another study [21] that only included newly diagnosed diabetic children. With respect to dental condition, one study [7] did not include edentulous patients, one study [16] recruited only patients wearing complete maxillary or maxillary and mandibular dentures, and another one [8] excluded patients using total prostheses and mouth breathers. Four studies [8, 12, 13, 18] reported the HbA1 c levels and classified the patients in WCDM and PCDM.
DM and non-DM participants were matched by gender in 7 studies, by age in 6 studies, by race distribution in 2, by socioeconomic status in 3, by living in the same area in two, and by Tanner puberty states in another one. With regard to the type of flow rate 9 studies collected UWS, 4 SWS, 2 USP, one SSS, one USS, and one collected SSP.
Three studies did not explain the hour of collection of saliva and 4 studies did not specify the saliva collection duration. Two studies collected salivary flow during 10 minutes and 6 studies during 5 minutes. Five studies [13, 17, 18, 20, 21] did not show or clarify correctly the statistical methods. Regarding quality assessment, only one study [13] obtained JBI scores ≥5 (Table 3 ). Therefore, due to the poor quality of the majority of the included studies no meta-analysis was performed.
Only one study reflected prevalence of hyposalivation as outcome [7] . The definition of hyposalivation was UWS < 0.1 mL/min and SWS < 0.5 mL/min (actually <0.7 mL/min is considered). The study showed that DM patients had significantly greater hyposalivation prevalence than CG.
Main Findings
Prevalence of Xerostomia in the DM/CG Population.
The prevalence of xerostomia was analyzed in 7 studies (Table 2) . In adults T2DM xerostomia prevalence varied between 12.5% and 53.5%, compared to 0-28.4% in the CG [7] [8] [9] [10] . Only three studies [8] [9] [10] (two with the same study population [9, 10] ) showed that DM patients suffered significantly more xerostomia than non-DM patients. One study realized by Bernardi et al. [8] showed that PCDM patients suffered more xerostomia prevalence than WCDM patients, 54% and 47%, respectively.
There was only one study about xerostomia in adults NIDDM [11] . This study showed that prevalence of xerostomia in NIDDM patients is greater than in CG population, 50% versus 30%, but this result was not significant.
Only one work was realized in children and adolescents T1DM between 10 and 19 years old. This study showed that prevalence of xerostomia was greater in T1DM patients than non-T1DM patients (0%), and the prevalence was greater in PCDM patients (100%) than WCDM patients (80%).
Quantity of Salivary Flow Rate in the DM/CG Population.
The quantity of salivary flow rate was analyzed in 12 studies (Table 3) . There was only one study in adults T1DM [13] ; this study showed that SWS flow rate was lower in DM versus non-DM patients, 1.30 versus 1.54 mL/min, and obtained higher salivary flow rate in PCDM than WCDM (1.31 versus 1.34 mL/min). The study did not show significant statistical results. In adults IDDM it was another study [22] that found significantly lower UWS flow rate in DM patients than non-DM patients, 0.35±0.24 versus 0.48±0.23 mL/min.
A considerable part of studies were realized in adults T2DM [7, 8, [15] [16] [17] [18] . Four of them evaluated UWS [7, 15, 17, 18] ; the UWS flow rate in T2DM and non-T2DM patients varied between 0.16-0.5 mL/min and 0.26-0.75 mL/min, respectively. Two of these studies [7, 15] obtained greater significant UWS flow rate in T2DM than in CG patients. In addition, Chavez et al. [18] assessed the UWS flow rate in WCDM and PCDM adults T2DM; they found higher rates in PCDM than WCDM.
Three studies assessed SWS flow rate in T2DM [7, 8, 16] . The rates of SWS in T2DM and non-T2DM patients varied between 0.63-0.95 mL/min and 1.14-1.95 mL/min, respectively. Two of them [7, 8] showed significant statistical results. The study of Bernardi et al. [8] showed that WCDM had greater SWS rates than PCDM.
USP flow rates were analyzed in two studies [17, 25] ; only in one of them [17] did T2DM patients show lower rates than non-DM patients; none obtained significant results.
There were four studies [12, [19] [20] [21] that reported salivary flow rates in children and adolescents T1DM and IDDM between 4 and 19 years old. All studies evaluated UWS; the rates in DM population varied between 0.15 and 0.79 mL/min and in non-DM patients 0.25 and 1.06 mL/min. Three studies [12, 19, 20 ] obtained significant lower rates in T1DM and IDDM patients. Javed et al. [12] showed that WCDM had greater UWS rates than PCDM, but this result was nonsignificant.
Prevalence of Hyposalivation in the DM/CG Population.
Only one study evaluated this outcome and showed that hyposalivation prevalence was significantly greater in T2DM versus CG patients, 45% versus 2.5%.
Discussion
Multiple epidemiologic studies have suggested that xerostomia is frequent among DM patients. In addition, there are studies that have showed that DM patients presented lower salivary flow rates than non-DM population [26] . These salivary disorders could be associated with a poor quality of life and could increase the susceptibility to caries and oral infections in DM patients, particularly when there has been dehydration and inadequate blood glucose control [18] . DM is probably the most frequent metabolic disease with salivary implications, due to its high frequency. This systematic review was performed to analyze the prevalence of xerostomia and hyposalivation and the rates of salivary flow in DM patients in relation to non-DM patients. We specified explicit eligibility criteria, conducted comprehensive searches, and assessed risk of bias using criteria specific to this review.
Risk of Bias within Studies.
Selection bias regarding the study population was minimized through the restriction to population-based studies. At the same time, we detected some sources of information bias. Firstly, the majority of studies [7, 9-13, 15, 16, 20-22] do not specify the DM diagnosis. Secondly, most of the studies [7, 8, 11, 12, 16, 18, [20] [21] [22] did not show the observation period and the type of recruitment of DM cases. With respect to the salivary flow rate, not all the studies reported the same type of salivary flow and the same technique, and these could also cause bias. Finally, DM and non-DM are not correctly matched; there are studies that did not even match age and gender [8, 12, 15, 19, 20] and there is no study that matched correctly the use of drugs and illness (apart DM), so important in xerostomia/hyposalivation etiology. As we can see in Tables  2 and 3 , the sample size in the majority of studies was small (especially in adults T2DM), considering that DM is a very frequent disease. With respect to the statistical analysis, not all the studies reported continuous variables in mean ± standard deviation.
Risk of Bias across Studies.
Due to the fact that only articles published in the English language were reviewed, publication (language) bias could not be ruled out. Although we searched three databases, we cannot guarantee that some related papers might not have been identified. However, we did check the reference lists of reviewed articles to identify relevant studies. The studies reviewed presented different types of DM and DM and non-DM patients of different age (see Section 2) that could cause detection bias. We minimized it by grouping together studies with similar age and the same DM type in every outcome.
Main Findings.
We identified 15 studies reporting prevalence of xerostomia/hyposalivation and rates of salivary flow in DM population. Comparisons between studies were limited due to different types of DM, different types of salivary flow, and heterogeneous demographic characteristics (age, ethnic origin) of the studied individual. In addition, the quality assessment of studies was low. Hence, no quantitative data synthesis was performed. Nevertheless, there are some patterns that can be described.
Xerostomia Prevalence.
All studies about this outcome showed higher prevalence of xerostomia in DM patients in relation to non-DM population, 12.5%-53.5% compared to 0-30% [7] [8] [9] [10] [11] [12] 18] . Nevertheless, only four studies [8] [9] [10] 12] (two with the same study population [9, 10] ) have shown significant statistical results. Two studies [8, 12] showed that WCDM patients have lower xerostomia prevalence than PCDM.
Salivary Flow
Rates. All studies [7, 12, 15, [17] [18] [19] [20] [21] [22] that analyzed the quantity of UWS in DM population in relation to non-DM patients reported higher UWS rates in non-DM than in DM patients. The variation flow rate among the different studies in each group (DM/CG) is very large. Six [7, 12, 15, 19, 20, 22] of these studies showed significant statistical results. The large variation flow rate among the studies could be due to the different criteria used to measure UWS. The time of measurement strongly influences the flow rate, so the saliva test (not only UWS) has to be performed at a fixed time-point of a limited time interval early morning due to the circadian rhythm of salivary flow [4, 27] . In addition, the duration of salivary collection is also important [4] , and not all studies reflected the same duration. In the studies, where the time of flow rate collection is present, this time varied between 5 and 10 minutes. In addition, it is not clear if WCDM patients have higher UWS rates than PCDM; of two studies [12, 18] discussing this topic only one [12] showed nonsignificant higher rates for WCDM patients.
The comparison of the SWS rates between DM and non-DM patients showed that rates were higher in non-DM patients [7, 8, 13, 16] , but only half of the studies showed significant statistical results [7, 8] . The SWS flow rate varies very much among the different studies, in the manner of UWS; the possible reason was specified previously.
Hyposalivation Prevalence.
Only one study [7] was about hyposalivation; this study showed significant statistical higher hyposalivation prevalence in DM than non-DM patients (45% versus 2.5%). The hyposalivation SWS level in this study is not actually accepted (<0.7 mL/min) if not <0.5 mL/min; therefore, the results could be biased.
Strengths and Limitations.
The selection of studies for this systematic review was based on a systematic search approach with clearly determined search strategies. We included only those studies reporting xerostomia prevalence/salivary flow rate/hyposalivation within the DM population in relation to a non-DM control group. Moreover, we analyzed these outcomes in separate groups according to age and type of DM. This approach allows limited comparison of the studies despite a high degree of heterogeneity. Our review also has some limitations. Although three databases were searched, we cannot rule out having missed relevant studies, also due to publication bias. The studies published in languages other than English were not included. Most studies reporting our outcomes were conducted in economically developed areas such as USA and Sweden and thus do not represent a worldwide perspective.
In addition, there are studies previous to the year 2000. The change in the diagnostic criteria for DM from 140 mg/dL (7.8 mmol/L) to 126 mg/dL (7.0 mmol/L) in the fasting plasma glucose level in 1997 [28] led to an increase of the diabetic population due to the inclusion of less severe stages of the disease, and this must be taken into consideration when interpreting the results. Criteria for the diagnosis of prediabetes and DM could change periodically [2] ; therefore, it is very important to realize the studies according to the current criteria.
Conclusions
The review conducted demonstrated the considerable variation in prevalence of xerostomia and salivary flow rates among DM population in relation to non-DM patients. Most studies found a higher prevalence of xerostomia and lower salivary flow rates in DM with respect to CG. We found only a study about hyposalivation that showed higher prevalence in DM than non-DM patients. A few studies showed that WCDM patients have lower xerostomia prevalence and higher salivary flow rates than PCDM patients. Owing to the high degree of heterogeneity regarding the types of DM, diagnosis of DM, age of patients, and types and techniques of salivary flow collection, it was difficult to compare the studies. In addition, the quality assessment showed the low quality of the existing studies. Therefore, the results of this systematic review were inconsistent.
We recommend that new studies analyzing the xerostomia and salivary flow rate in the DM population should use more precise and current definitions concerning the determination and diagnosis of DM patients and salivary flow rate collection. New studies should match correctly DM and non-DM patients, keeping in mind xerostomia associated drugs and illness (other than DM). New studies are required that consider hyposalivation in DM patients because a reduction in salivary flow is not always pathological.
